Computed tomography scan demonstrated tumor recurrence at the gastro-jejunal anastomosis with a dilated afferent limb. A percutaneous biliary tube (PBT) was initially inserted for urgent decompression. Gastroscopy demonstrated complete obstruction of both afferent and efferent limbs at the level of the anastomosis. To avoid the risk of enteral stent dysfunction and the morbidity and mortality associated with surgery, a multidisciplinary decision and consent was made with the patient and family to attempt endoscopic ultrasound-interventional radiology (EUS-IR)-guided double gastroenterostomy. Using the percutaneous access, a 0.035-inch guidewire was advanced through the biliary system and into the afferent limb then manipulated through the obstructed gastrojejunostomy into the efferent limb. A 20-mm dilating balloon was inflated in a segment of the efferent limb close to the stomach (a). Under EUS guidance, the balloon was punctured transgastrically using a 19-gauge needle. A guidewire was advanced through the needle into the efferent limb, captured with a snare and pulled through the percutaneous access. Applying tension to both ends of the wire, the gastroenterostomy tract was dilated to 4 mm followed by insertion of a non-cautery-assisted 15 mm lumen apposing metal stent (LAMS, Axios TM ; Boston Scientific, Marlborough, Massachusetts) (b). The same technique was repeated for the afferent limb, ending with deployment of a second LAMS (c). Enterogram from the PBT showed excellent flow of contrast from the afferent limb across both stents into the efferent limb. Two days post procedure, the patient developed recurrent obstruction. Gastroscopy confirmed a large amount of debris blocking the afferent LAMS. Both limbs were dilated using a 15 mm balloon with excellent results (d, e). The patient was able to tolerate a full diet within 24 h and did not have recurrent obstructive symptoms at two-month follow-up (Informed consent was obtained from the patient for the publication of his information and imaging.)
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